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REQUEST FOR WAIVER OF OVERPAYMENT 
 

A request for waiver of overpayment must be received, or post marked, by the final date listed on the 
Determination of Overpayment form for the request to be considered as timely. 
 

NAME:       SSN:       
   
ADDRESS:       
  
CITY:       ST:       ZIP:       
 
OVERPAYMENT AMOUNT: $      
 
I request that a Determination of Waiver be issued and that the following statements be considered in determining 
whether repayment of the overpayment will be waived. 

An overpayment must have been caused solely by Department error or inadvertence AND made to a claimant who could 
not reasonably have been expected to recognize the error. 

OR 
The overpayment was a result of an employer misreporting wages earned in a claimant’s base period AND the claimant 
could not reasonably have been expected to recognize an error in the wage reported. 
 

   The overpayment was caused by Department error or inadvertence.   
**You must answer BOTH questions to be eligible for a waiver of the overpayment.** 

1.  Please explain how the overpayment was a result of Department error or inadvertence.        
 
 
2. Please explain how you could not reasonably have been expected to recognize the error.        
 
 
 

 

   The overpayment was caused by an Employer misreporting wages.    
**You must answer BOTH questions to be eligible for a waiver of the overpayment.** 

1.  Please explain how the overpayment was a result of an employer misreporting wages in your base period. 
      
 
 
2.  Please explain how you could not reasonably have been expected to recognize an error in the wages 
reported.        
 
 
 

Claimant’s Signature:  _______________________________________________  Date of Request: _____________________ 
 
For official Department of Labor Use Only:  

Statements:                                                                                                                                           
 

Department Representative: ______________________________________  OVERPAYMENT ID #: ___________  
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